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THE EARLY DIAGNOSIS OF SYPHILIS
A CORRELATION OF CLINICAL AND LABORA-
TORY METHODS
JOSEPH V. KLAUDER, M.D. (Philadelphia)
Major, M. C., U. S. Army
CAMP UPTON, YAPHANK, N. Y.
This paper is an analysis of 115 cases of genital
chancres showing the correlation of the three methods
at our disposal for making an early diagnosis of syphi-
lis: dark-field examination, Wassermann reaction, and
clinical evidence. The laboratory diagnosis alone of
syphilis presents pitfalls. The dark\x=req-\
field examination is of paramount
importance in the early diagnosis of
an untreated chancre, but its useful-
ness is greatly lessened as the major-
ity of genital lesions have been
treated locally before the dark-field
apparatus is resorted to.
The Wassermann reaction is indis-
pensable in syphilis, but in later
stages than the initial lesion. This
reaction is most important in the
differentiation of pathologic condi-
tions simulating subsequent syphi-
litic lesions. A positive Wassermann
reaction is the serologic expression
of the generalization of the dis-
ease.
If a chancre is seen while the Was-
sermann reaction is not yet positive,
it is not necessary to await its appear-
ance. To await its appearance as
corroborative diagnostic evidence is
much like the obsolete procedure of
awaiting the appearance of the sec¬
ondary eruption. On the other hand,
reliance on clinical evidence alone
is insufficient, since chancres vary
greatly in their clinical manifestations. Indeed, some
chancres may be so atypical that reliance on lab¬
oratory tests becomes imperative in order to make
a correct diagnosis. Although it is not possible to
diagnose early all cases of genital chancres by any
of the three methods, the proper correlation of the
three methods promulgates differential diagnosis of
genital lesions.
The importance of the early institution of treatment
in the cure of syphilis places the burden of proof on
the physician who classes any genital lesion as non-
syphilitic. This diagnosis should not be made until all
three diagnostic methods are negative.
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Fig. 1.—Comparison of Wassermann re¬
action and dark-field examination: solid
line, positive Wassermann reaction; broken
line, positive dark-field examination.
DARK-FIELD EXAMINATION
In an untreated and uninfected genital lesion, the
absence of Spirochacta pallida under the dark field
is presumptive proof that the sore is not a chancre. A
single negative finding, however, should never be taken
as conclusive evidence, and the suspected lesion should
be reexamined at daily intervals. Unless the local con¬
dition demands treatment, the genital lesion should be
dressed only with physiologic sodium chlorid solution,
boric solution, or simply warm water. No antiseptic
treatment should be instituted until the diagnosis is
established beyond a doubt. This is especially impor¬
tant because local treatment with a spirocheticidal drug
greatly decreases the percentage of positive findings.
The commonly used spirocheticidal
drugs for local application are silver
nitrate, mercury, iodin, copper sul¬
phate, and iodoform. I have ob¬
served that spirochetes become very
scanty on the surface of the chancre
after one application of silver nitrate,
which is the most powerful spiro-
cheticide. The dark-field examina¬
tion became negative almost univer¬
sally after one application, although
it was found that discontinuance of
its use allowed a reappearance of the
spirochetes on the surface. Two
daily applications of calomel powder
also caused the spirochetes to dis¬
appear from the secretion of the
chancre. Here again they reappear
if its use is discontinued. Daily rubs
with 1 dram of unguentum hydrar-
gyri are required for at least one
week before the dark field becomes
negative. It may be mentioned here
that a single injection of arsphena-
min usually causes spirochetes to
disappear from the secretion of
chancres within from six to eight
hours. Infection of a chancre with
pyogenic organisms may sometimes cause the spiro¬
chetes to disappear from the surface of the chancre,
or reduce their number so that they can be demon¬
strated only with difficulty.
In previously treated chancres, the serum from the
deepest part of the sore should always be examined,
as it is unlikely that spirochetes will be found near the
surface. When the dark-field examination is negative,
the application of alcohol to the surface of a chancre
may be of service by dilating the lymphatics and sobringing spirochetes to the surface of the lesion.
In Table 1 is shown the result of dark-field exami¬
nation of 115 cases of genital chancres made at from
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one to more than forty days after the first appearance
of the sore. In thirty-three chancres examined within
ten days of their appearance, the dark field was posi¬
tive in thirty-one cases, or 93.9 per cent. In seventeen
chancres examined within from ten to twenty days of
their appearance, the dark field was positive in nine
cases, or 52.9 per cent. In twenty chancres examined
within from twenty to thirty days of their appearance,
the dark field was positive in ten cases, or 50 per cent.
In five chancres examined within from thirty to forty
days of their appearance, the dark field was positive
in three cases, or 60 per cent. The small number of
•
Fig. 2.—Abrasive chancre shaft:incubation, one month; duration, two
days; self treated with iodin; dark
field + + ; Wassermann reaction  —.
cases in the last series
probably explains the
high percentage. In
forty chancres exam¬
ined after forty days
o f their appearance,
the dark field was posi¬
tive in twelve cases, or
30 per cent. The inci¬
dence of positive dark-
field examinations be¬
came less in proportion
to the duration of the
chancre. Of the 115
chancres with an average duration of 33.4 days, sixty-
five, or 57 per cent., were positive. This low per¬
centage may in part be due to the fact that 66 per cent,
of the chancres in this series had received local treat¬
ment previous to the time they were first seen. An
added factor is the long average duration, as the longer
the duration of the chancre, the more likely it is that
its surface will heal. Furthermore, the possibility of a
phimosis developing is greater. The sore is also more
likely to have had local treatment, and finally pyogenic
infection is more likely to be present.
An added pitfall in absolute reliance on the use of
the dark-field examination is apparent when it is noted
that in 25.1"per cent, of the chancres in this series it
was not possible to examine for spirochetes because
the chancre was concealed beneath an inflamed or
adherent foreskin, or the chancre's surface was
entirely healed.
THE WASSERMANN REACTION
The value of the Wassermann reaction as an aid to
the early diagnosis of syphilis is in proportion to the
TABLE 1.—DAEK-FIELD EXAMINATION OF ONE HUNDRED AND
FIFTEEN CHANCRES
Dark-Field Concealed
Duration Number Examination Local Chancre Positive
of Chancre oi ,-"-, Treat- Beneath Surface Dark-Field
in Days Cases Positive Negative nient Phimosis Healed Percentage1-Í0 33 31 2 2
..
..
93.9
10-2Ü 17 9 8 3 2 3 52.9
20-30 20 10 10 8 11 50.0
30-40 5 3 2 .. 1 1 60.0
Over 40 40 12 28 8 10 10 30.0
Total. 113 63 50 21 29 57.3
duration of the chancre. At the time of the first
appearance of the sore, this reaction is invariably
negative. The percentage of positive reactions grad¬
ually increases with the duration of the sore, until a
short period before the appearance of the secondary
eruption it becomes positive in 100 per cent. There¬
fore, in the early period of primary syphilis this
reaction is not a very valuable diagnostic aid ; in the
later period, however, the reaction is of considerable
diagnostic value. From an examination of Table 2
it is seen that within the first ten days of the appear¬
ance of the chancre, the Wassermann reaction was
positive in only twelve of thirty-three cases, or 36
per cent. In seventeen cases from ten to twenty days
after the appearance of the chancre, the Wassermann
reaction was positive in eleven, or 64 per cent. In from
twenty to thirty days the Wassermann reaction waspositive in fourteen out of twenty cases, or 70 per
cent. In the five cases from thirty to forty days after
the onset of the sore, the Wassermann reaction was
positive in all. In the forty cases existing over forty
days, the reaction was positive in all. The average
percentage of positive results obtained was 74.
TABLE 2.-THE WASSERMANN REACTION IN ONE HUNDRED
AND FIFTEEN CASES OF PRIMARY SYPHILIS »
Duration Number Wassermann Reaction Positive
of Chancre of ,- -, Wassermann
in Days Cases Positive Negative Percentage
1-10 S3 12 21 36.0
10-20 17 11 6 64.7
20-30 20 14 C 70.0
30-40 5 5 0 100.0
Over 40 40 40 0 100.0
Total cases. 115 82 33 74.1
* The Wassermann tests in this series were performed by Capt. Mal¬
colm McBurney, M. C, Ü. S. Army, base hospital, Camp Upton, accord¬
ing to this technic: A one-quarter Wassermann was performed. The
total volume in each test tube was 1.25 c.c., or one fourth of the amount
used by Wassermann in the original test. Diagnostic tube: 0.05 c.c. of
serum; one fourth of the antieomplementary dose of antigen; comple¬
ment was titrated at every test; two units of complement were used
with the alcoholic antigen and three units with the cholesterolized
antigen; physiologic sodium chlorid solution was added up to 1.25 c.c.
Control tube: 0.1 c.c. serum; complement according to titration; physio¬
logic sodium chlorid solution was added up to 1.25 c.c; incubated two
hours on ice and one-half hour in the hot water bath at 37 C. Twenty-
five hundredths c.c. of sheep's cells and 0.1 c.c. of amboceptor were added
to each tube; these were incubated until controls were clear. One-tenth
c.c. of amboceptor constituted two hemolytic units. The dilution of
antigen used was 1:20.
It is not desirable that the Wassermann reaction
be employed as a diagnostic aid in primary syphilis,
because the appearance of this test probably means
that a general invasion of the spirochetes has taken
place. In experimental syphilis this is definitely known
Fig. 3.—Abrasive papular chancreforeskin: duration, three weeks;
treated locally; surface almost healed;
dark field— (unsatisfactory); Wasser-
man reaction + + + +.
to be so. The disease
should b e diagnosed
and treatment insti¬
tuted before this inva¬
sion occurs. The time
of appearance of a
positive Wassermann
reaction i  primary
syphilis i s variable.
Hence this test should
be made in all cases of
chancres.
The sooner the
chancre is examined,
the more likely it is
that the dark-field examination will be positive and the
less likely that the Wassermann reaction will be posi¬
tive. (Fig. 1). Later, however, the converse is true.
GENERAL CLINICAL FEATURES OF A CHANCRE
Before describing the clinical features that differ¬
entiate the chancre from other genital sores, it seems
advisable to emphasize the need of a new terminology
of nonsyphilitic infections. The vital importance of
any genital lesion is the possibility of its being syphilitic.
Once the lesion is proved to be nonsyphilitic it becomes
relatively unimportant. Therefore the more general
term of "nonsyphilitic" genital lesion is advocated in
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lieu of the loosely applied term "soft chancre" or
"chancroid." Venereal sores on the genitalia can be
divided into three classes : ( 1 ) syphilitic, due to
Spirochaeta pallida; (2) chancroidal, due to the
Ducrey bacillus; (3) pyogenic, due to other organ¬
isms. A syphilitic genital lesion is a definite one due
to a specific etiologic factor, Spirochaeta pallida.
Thus diagnosis can be definitely made by demonstrat¬
ing this organism by dark-field examination. Chan-
Fig. 4.—Abrasive indurated chancre foreskin: incubation, sixty days;duration, six days; untreated locally; dark field + + +; Wassermann
reaction
—.
The surface was covered with a crust and sharply mar·
ginated; slight underlying induration.
croidal infection is also specific, and is due to the
bacillus of Ducrey. A genital sore should not be diag¬
nosed as chancroid unless this bacillus can be demon¬
strated. This is possible only early in the existence
of the sore. The other infectious genital sores may
be due to various organisms that have not as yet been
isolated. Differential diagnosis is often difficult and
sometimes impossible if two or more of the above
genital sores exist at the same time.
Of late years in the diagnosis of syphilis the appear¬
ance of the chancre has been neglected. With the
advance of laboratory methods of diagnosis there has
been an unfortunate tendency to depend more on labo¬
ratory evidence than on clinical manifestation.
The nomenclature of the different types of chancres
is as various as the textbooks on venereal diseases.
The nomenclature employed in this paper is an attempt
to clarify this subject.
GENERAL CONSIDERATIONS
Incubation Period.—Three weeks is usually given
for the incubation period of a chancre. Our experi¬
ence has led us to believe that in the majority of cases
the incubation is between fourteen and forty-two days,
with an average of about thirty-three days. The
accepted minimum period is ten days and the maxi¬
mum ninety days.
Multiplicity of the Sore.—The presence of more
than one sore is no strong evidence against the lesion's
being a chancre. Most textbooks give the impression
that a chancre is rarely multiple. By an examination
of Table 3, it is seen that of 121 chancres, twenty-one,
or 17.3 per cent., were multiple.
Autoinfection.—A chancre is autoinoculable.1 In
man as well as experimentally in animals a second
chancre can be produced by reinoculation from the
original chancre. This possibility decreases in pro¬
portion to the duration of the infection.
1. Klauder, J. V.: Superinfection in Syphilis, J. Cut. Dis. 36: 515(Nov.) 1918.
Floor of Chancre.—The floor has the redness of
raw beef. There is a considerable amount of serous
secretion present. This liberal secretion is a very
valuable diagnostic sign. This secretion may dry into
a crust which, when removed, discloses the beefy floor.
If pyogenic infection occurs, either an ulcer (Figs. 6
and 7) is formed or a membrane results (Fig. 5) and
covers the surface of the sore. This membrane is
usually "cream green" in color. The floor may remain
abrased or it may become closed. This may occur
spontaneously or more likely as a result of local
treatment.
TABLE 3.—LOCATION OF LESIONS
Location of the Chancre Number of Cases
Prepuce. 55
Sulcus. 20
haft 15
Glana. 9
Frenum. 4
Ur thra. 2
Concealed (phimosis). 16
Total. 121
Mixed infection (chancroid and el innere). 3
Multiple chancres..'. 21
Edge of Chancre.—The edge is usually flat and
sharply demarcated from the surrounding tissues(Fig. 4). This is an important clinical feature. In
another type of the lesion the slightly elevated border
may slope toward the eroded center and into the nor¬
mal tissue. As a result, usually of pyogenic infection,
the edge may be raised above the surface of the sore(Fig. 7).
Area Surrounding Chancre.—Usually the tissue sur¬
rounding the chancre is normal (Fig. 4). In the event
of secondary pyogenic infection, a small zone of inflam¬
mation may surround the edge (Fig. 5).
Induration.-—When induration is present, it is valu¬
able evidence of syphilis; but its absence does not
exclude syphilis. This feature of a chancre is vari-
Fig. 5.—Infected abrasive chancre (multiple) : incubation, six weeks;treated locally; duration, three weeks; dark field ++ ; Wassermann
reaction + + + +. The floor was covered with a membrane "creamgreen" in color; the edges were on the level with the surrounding
tissue; an area cf inflammation surrounded the lesion; induration was
absent.
able. The induration may appear early in the primary
stage or late. The older the lesion, the more likely is
the induration to be marked. The degree depends in
a large measure on the location of the chancre. As
the result of pyogenic infection, induration may become
less or even disappear entirely.
Noninflammatory Edema.—When present,this edema
is a valuable aid in diagnosis. It may involve the area
surrounding the chancre, or the whole prepuce (Figs.
11 and 12). The skin is of a dull livid red or bluish
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tint. It feels tough and rubbery. The edema accom¬panying gonorrhea or a nonsyphilitic septic sore is
softer when palpated and duller in color.
Adenopathy.—The majority of adult males have
some enlargement of the superficial lymph nodes.Friedlander,2 in an examination of definitely nonsyph¬ilitic cases, found in 85 per cent, a bilateral inguinal
enlargement. Moreover, it may be impossible to dis¬
tinguish syphilitic enlargement of the inguinal nodes
Fig. 6.—Ulcerated chancre foreskin (early): duration, three days;
untreated locally; dark field ++ » Wassermann reaction, alcoholic
antigen —; cholesterized antigen + + + + . The floor was ulcerative
and dirty gray; the surrounding area of inflammation is shown m theillustration as  dark area; there was no induration; a localized area
of edema surrounded the sore.
from an enlargement caused by any other venereal
diseases. However, the presence of enlarged inguinal
lymph nodes, followed by a general enlargement of
the lymphatic nodes, is characteristic of syphilis. In
about 5 per cent, of cases of primary syphilis there is
no palpable change in the lymphatic nodes. In the
presence of secondary pyogenic infection, however, it
is common to find a suppurative adenitis.
A nonsyphilitic genital lesion may be differentiated
from a chancre. These sores start as a superficial
ulcer and later become deep, or they may start as a
pustule which breaks down and forms an ulcer. Such
ulcers have gnawed, undermined edges. The floor is
of a dirty gray, pitted and worm eaten in appearance.
An area of inflammation surrounds the sore. Later
the contour becomes irregular because, while one part
of the ulcer tends to heal, the other invades the normal
tissue. These nonsyphilitic sores are painful, bleed
easily, and do not secrete serum so plentifully as do
chancres.
The earliest clinical appearance of a genital chancre
is a minute, sharply rounded, hyperemic area, which
after a very short period becomes a superficial abra¬
sion. This type of chancre is called the abrasive chan¬
cre (Fig. 2). It is usually seen only early, and is the
first appreciable evidence of syphilitic infection. On
account of the insignificant appearance of the sore it
is most frequently undiagnosed. The surface is round,
about 0.5 cm. or less in diameter, sharply marginateci,
smooth and polished. It appears exactly like an abra¬
sion or excoriation because of shedding of the upper¬
most epithelial layer. The abrasive area enlarges and
these changes take place : A secondary infection of
its surface changes the sore into an ulcerative chancre(Figs. 6 and 7) or, if induration is present or subse¬
quently develops, into an ulcerative, indurative chancre(Fig. 10). The ulcerative, nonindtirative, orbicular
2. Friedlander, D. J.: J. Cut. Dis. 30: 14 (Jan.) 1912.
chancre3 (Fig. 8) is another type of ulcerative chan¬
cre. It is an atypical and rare chancre, occurring
as a circular ulcération about the size of a penny;
the floor is bright red with raised edges. Induration
is notably absent. The characteristic beef-red floor
suggested to Taylor the name "beefsteak" chancre.
Infection of the surface of the chancre without
ulcération is called infected abrasive (Fig. 5). If
induration raises the sore above the level of the
surrounding tissue, the surface remaining open, we
have an abrasive papular chancre (Fig. 3). If the
surface becomes closed, however, the sore is simply
called a papular chancre. If induration appears below
the level of the surrounding parts, an abrasive indura¬
tive chancre is formed (Fig. 9). A sore in which the
induration spreads beneath and beyond its surface
forming a thin disklike mass is called a parchment
chancre.4
LOCATION OF GENITAL CHANCRES
The form of a genital chancre depends considerably
on its location. The cellular reaction to the spirochete
is modified by the tissue and the blood supply at the
site of infection. The form of a chancre is also modi¬
fied by extraneous factors, such as friction and infec¬
tion. These in turn depend much on the location of
the sore.
CHANCRE OF THE SHAFT
The majority of all sores seen on the shaft of the
penis are syphilitic. The most commonly seen chancres
in this location are abrasive, abrasive papular, and
abrasive indurative types. In addition, the ulcerative,
nonindurative, orbicular chancre is usually seen only
in this region. Chancres of the shaft, with the excep¬
tion of the last type, become indurated early. Infec¬
tion at this location is the exception.
CHANCRES OF THE PREPUCE
The roll of the prepuce just behind the corona, as
is shown in Table 3, is the most frequent site not only
for chancres but also for nonsyphilitic sores. There
Fig. 7.—Ulcerative chancre fore¬
skin (late) : duration, fourteen days;
untreated locally ; dark field after
many examinations was -j- ; Wasser¬
mann reaction + + + +. This sore
was probably the result of pyogenicinfection of an abrasive chancre; the
floor was suppurative ; at the center
of the sore the edges were raised ;
slight induration was present.
is no type of chancre
characteristic for this
location. The fre¬
quently unclean state
of the prepuce, the ab¬
sence of air, and the
presence of moisture
predispose to an early
infection. Hence a
clinical diagnosis may
be difficult (Figs. 6
and 7). Induration is
more likely to be pres¬
ent in chancres of the
prepuce than in any
other region of the
penis. Induration in
this location is more
easily estimated, as retraction of the prepuce pro¬
duces a very characteristic appearance—the whole
lesion flicks over like a plate turning on its edge. As
the result of multiple chancres, induration may involve
3. Pictures of this unusual type of chancre are shown in Powers
and Murphy's System of Syphilis, Taylor's Genito-Urinary and VenerealDiseases, and McDonagh's Biology and Treatment of Venereal Dis-
eases. In the latter volume an excellent description of this type of
chancre is given.
4. The so-called hunterian chancre refers not to any particular type
of chancre but to the character of induration. Such induration is
commonly seen in a chancre of the sulcus (Fig. 10).
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the entire circumference of the penis behind the
corona, producing what is known as "collar" indura¬
tion. Here, as elsewhere, the only evidence of a
chancre may be a cartilage-like mass under the intact
skin—the papular chancre.
CHANCRES OF THE SULCUS
There are two types of ulcerative, indurative chan¬
cres most frequently seen in this location. In one type
there is a small area of ulcération on the floor of the
sulcus surrounded by a rounded area of induration
which extends farther and is more marked on the
preptitial side than on
that of the glans. This
induration extends
only slightly beyond
the corona. This cres-
centic form of indura¬
tion produces the char¬
acteristic "swallow's
nest" appearance. In
the other type the in¬
duration and the ulcér¬
ation are often so ex¬
tensive as to involve
the entire side of the
sulcus (Fig. 10). The
sore i s inflammatory
and painful. The sur-
Fig. 8.-—Ulcerative nonindurated
orbicular chancre, treated locally
with tincture of iodin ; secondary
eruption on body; dark field —;Wassermann reaction + + + +· The
floor was noninfected, beef red in
color; the edges were raised; indura¬tion was absent.
face may be covered with a "cream green" membrane,
and there is usually present a foul-smelling secretion.
Some induration is almost always present in chancres
of the sulcus. This induration is usually of a cartilagi¬
nous nature and is whitish, because of the fibrous tissue
which constricts the blood vessels. When the prepuce
is retracted, the sore springs suddenly into view in
a typical manner.
CHANCRE OF THE GLANS
Two types of chancres are seen on the glans. One
type is an abrasive chancre seen as a perfectly circular
and sharply demarcated erosion (Fig. 9). The edges
are flat and flush with the surrounding parts. Occa¬
sionally, however, the surface may be slightly below
the level of the surrounding tissue. Early induration
is absent; later, however, it is slight but is never
marked. The second type of chancre is the abrasive
papular, and is seen on the anterior part of the glans
surrounding the meatus. This type is sharply circum¬
scribed and slightly raised above the surrounding
tissue. It appears as though the sore were stuck on
the glans and then flattened out. The surface is
usually crustaceous, and when the crust is removed
the floor is bright red. This sore is more indurated
than the first type.
CHANCRE OF THE FRENUM
The chancre may involve the base of the f renum or
the entire frenum. Chancres of the base, when seçn
early, appear as abrasive, circular areas. The surface
is either flush with the surrounding tissues or slightly
depressed. Slight but never marked induration appears
late in the course of the sore, and it is then seen as
a small node about the size of a split pea. A chancre
of the entire frenum is usually seen as a linear ulcéra¬
tion (Fig. 11) with a suppurative grayish-yellow floor,
the edges of which are raised. Induration, if present,
is only slight. Chancres of the frenum are frequently
infected, and hence they appear as ulcérations. They
therefore simulate nonsyphilitic sores.
INTRA-URETHRAL CHANCRE
In the majority of all cases of intra-urethral chan¬
cres a varying amount of the sore can be seen as a
portion of it spreads over the edge of the meatus.
This portion is a dull red, sharply circumscribed ero¬
sion, which, when infected, has a dirty gray surface.
Induration is always present and can be easily felt by
pressing the glans from above downward between the
forefinger and thumb. When the chancre is wholly
intra-urethral, the only objective evidence is indura¬
tion. Slightly painful urination and a blood-tinged,
serous discharge are accompanying symptoms of these
chancres which not uncommonly lead to a wrong diag¬
nosis of gonorrhea.
MIXED INFECTIONS (CHANCROID AND CHANCRE)
Simultaneously with the inoculation of syphilis, infec¬
tion with a chancroid or pyogenic organism may occur.
During the incubation period of the chancre, the accom¬
panying nonsyphilitic sore remains unchanged. At the
end of this period the clinical characteristics of the
chancre appear. Induration raises the floor of the
sore, and hence the raised and undermined edge dis¬
appears as the surface becomes flush with the sur¬
rounding parts. The dark-field examination may be
positive. The Wassermann reaction is not positive at
this time, but becomes so later. It is by reason of the
possibility of mixed infection that every genital sore
should be considered syphilitic until proved otherwise.
Erosive and gangrenous balanitis is another infection
which may occur simultaneously with a chancre. This
infection is supposed to be caused by a symbiosis of a
vibrio with Spirochaeta balanitidis. The lesion is seen
in two forms, mild and severe. In the mild form,
balanitis erosiva cucinata, the lesion appears as whit¬
ish patches involving the sulcus, the roll of the prepuce
or the glans. Phimosis rapidly develops as an essen¬
tial factor, since these organisms are anaerobic. In
the severe form the parts involved become ulcerative
and gangrenous with subsequent sloughing. In the
mucopurulent discharge from beneath the foreskin,
the alleged causative
agent, Spirochaeta ba-lanitidis, can readily be
demonstrated, althoughSpirochaeta pallida is
also seen if a mixed
infection i s present.
The two organisms are
easily differentiated,
as Spirochaeta balani-
tidis is coarser and
moves with consider¬
ably more rapidity than
Spirochaeta pallida. In
stained preparations
both the vibrio and the
spirochete are seen.
Fig. 9.—Abrasive orbicular chancre,glans: duration, three days; no pre¬
vious local treatment; dark field
+ -f- + ; Wassermann reaction —.
This sore was the size of a split pea,
circular in outline ; the floor was
uninfected and red ; the edges were
a little below the level of the sur¬
rounding parts.
PHIMOSIS AS A COMPLICATION OF CHANCRE
This complication most commonly develops subse¬
quent to chancres in the roll of the prepuce and in the
sulcus. In the 121 chancres, phimosis was present in
sixteen, or 13.2 per cent., whereas, in seventy-five
cases of chancres occurring in sulcus and prepuce in
this series, it was present in 61.3 per cent. As already
mentioned, uncleanliness, the absence of air, and the
presence of moisture predispose to a pyogenic infec¬
tion and balanitis, which subsequently leads to a phi-
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mosis. An additional and sometimes the only etiologic
factor is the widespread indurative infiltration of the
lymphatics. A diagnosis in the presence of this com¬
plication may be made by inspection and palpation
alone. The characteristic syphilitic edema of the
entire foreskin is present, and in addition it is more
swollen on the side on which the sore is present(Fig. 12). A localized indurative mass, or the "collar"
form of induration, is palpable beneath the foreskin.
Fig. 10.—Ulcerative, indurative chancre,
sulcus: duration, one month; treated locally
with silver nitrate; dark field -f- ; Wasser¬
mann reaction + + + +. Note the exten¬
sive area of infection and ulcération ; the
floor was covered with a foul-smelling, yel¬
lowish-green secretion; induration was pres¬
ent beneath the entire area; in addition,
there was a raised and crescentic form of
induration involving the right side of the
prepuce just beyond the sulcus.
A mucopurulent
discharge is almost
always present, and
on this account the
diagnosis of gonor¬
rhea is frequently
made. Syphilis is
not suspected until
the appearance of
the secondary erup¬
tion. It is there¬
fore important in
cases of phimosis,
venereal in origin,
that the presence
of a chancre be¬
neath the foreskin
be excluded. Oc¬
casionally in some
of these cases the
foreskin may be
sufficiently re¬
tracted to expose
partly the genital
lesion for a dark-
field examination.
If this is not pos¬
sible, the secretion
from beneath the foreskin should be examined for the
presence of spirochetes. If this examination is nega¬
tive, the serum obtained from puncturing the inguinal
lymph nodes should be examined.
COMMENT
In the proper treatment of any infectious disease
with a specific drug or serum, the earlier the treatment
is administered the greater is the prospect of cure.
This is undoubtedly true in the treatment of one type
of pneumonia with its specific serum, in malaria with
the use of quinin, and in other diseases in which spe¬
cific therapeusis is indicated. The proper treatment
of syphilis is no exception to this fundamental prin¬
ciple. On this vital principle may depend the fate of
the syphilitic. If this opportunity is lost his fate may
"hang upon a thread," depending on the localization
of the spirochetes in his body. It has been appropri¬
ately said that the syphilitic lives with the sword of
Damocles suspended above his head. The necessity
of early diagnosis and treatment should be deeply and
indelibly engraved on the mind of every physician
who has to deal with genital lesions. It is incumbent
on the physician to remember that a short interval
may exist between an apparently innocent genital
lesion and a latent state of paresis. Every syphilitic
in the early stage of his infection is a potential tabetic
or paretic.
The obsolete separation of syphilis into three stages
is possibly unjustified from a pathologic view. Our
modern conception of the disease justifies the belief
that there is no demarcation between the stages of
the disease, and that infection becomes generalized
within a few hours after inoculation, becoming more
and more intense until the secondary eruption appears.In the light of our modern knowledge of syphilis
and the means at our disposal for early diagnosis and
the valuable therapeutic agents at hand for treatment,
it seems inconsistent and criminal that secondary erup¬
tions of syphilis are so frequently seen. Yet, in this
series of genital chancres the average duration of the
chancre was 34.4 days, and a secondary eruption was
present in 24.7 per cent. The time is at hand when a
secondary eruption of syphilis should be a dermatologie
rarity,and the occasion of such a diagnosis should imply
carelessness on the part of the physician first seeing the
patient for his failure to diagnose the chancre. The only
excuse is to be found in the fact that patients with sec¬
ondary syphilis commonly give the history of having
had very recently a "chancroid" which was "burnt" with
a silver nitrate stick before an opportunity was given
to the physician for correct diagnosis. The question
may therefore be appropriately asked, "Who first sees
and treats the majority of patients with primary syph¬
ilis?" The answer usually is, "quacks," the corner
druggist, and the physician who as a routine treats allgenital lesions with silver nitrate, and who either
entirely neglects the valuable means at hand to diag¬
nose the syphilitic lesion, or is ignorant of these
methods.
Local treatment of a chancre with a spirocheticidal
drug interferes temporarily or permanently with find¬
ing the spirochetes by dark-field examination ; hence
such treatment prevents the early diagnosis of a
chancre and consequently the institution of treatment.
The common practice of treating genital sores locally
with silver nitrate or other equally powerful spirocheti¬
cidal drug before they are properly diagnosed should
be discouraged. A routine dark-field examination of
every genital sore as a means to an early diagnosis
should be the rule rather than the exception.
We cannot hope to make any considerable progress
in the prevention of syphilis and the consequences of
syphilis until two movements are carried out : first,
the education of the
public regarding the in¬
fection so that the in¬
dividual with a genital
lesion will go to a rep¬
utable physician, and
second, the education
of the medical profes¬
sion concerning the
available means to an
early diagnosis of syph¬
ilis. As long as the use
of the dark-field appa¬
ratus and the spinal
puncture needle are ig¬
nored, just so long will
syphilis and its mani¬
fold manifestations re¬
main a scourge to hu-
Fig. 11.—Ulcerative chancre of thefrenum: duration, from fifteen to
twenty days; previously treated with
silver nitrate ; dark field + + + ;Wassermann reaction -(-. The part
of the sore involving the foreskin
was clinically a chancre; the part
involving the glans, however, pre¬
sented the picture of a nonsyphilitic
sore, except that its surface was
freely secretive ; induration was ab¬
sent ; note the edematous foreskin.
manity.
SUMMARY
To prevent the spread of syphilis and to insure a
cure, it is imperative that the diagnosis be made at
the earliest possible moment.
The average duration of the genital chancre in this
series of 115 cases was 34.4 days. A secondary erup-
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tion of syphilis was present in 24.7 per cent. Local
treatment had been applied to the chancre in 66 per
cent.
The means at our disposal for the early diagnosis
of syphilis are the dark-field apparatus, the Wasser¬
mann reaction, and clinical evidence.
A positive dark-field examination was obtained in
57.1 per cent, of this series. The shorter the period
from the appearance of the chancre, the more likely
it is that the dark-field examination will be positn-e.
The converse is true with the Wassermann reaction.
Fig. 12.—Concealed chancre, sulcus,phimosis: duration, from ten to fourteendays ; treated locally ; dark field not pos¬
sible; Wassermann reaction —. The fore¬
skin was edematous, markedly inflamed and
adherent; there was a mucopurulent dis¬
charge, shown as a white streak in the
illustration ; a hard mass was palpable in
the right sulcus, and visible as a raised
portion (left side of illustration) ; on ac¬
count of the urgency of the condition,
arsphenamin was promptly given; after the
acute condition subsided, the foreskin was
retracted, and the indurated remains of a
chancre were seen in the floor of the right
sulcus.
Therefore, the
dark-field appa¬
ratus is not only
the preferable lab¬
oratory test, but it
is also more suc¬
cessful than the
Wassermann reac¬
tion in the diag¬
nosis of early syph¬
ilis.
The too common
practice of treating
genital chancres
with a spirocheti-
cidal drug before
they are properly
diagnosed may pre¬
vent or greatly de¬
lay the obtaining
of a positive dark-
field examination.
A positive Was¬
sermann reaction
was obtained in
74.1 per cent, of
this series. This
reaction in late primary syphilis is the most successful
laboratory method for diagnosis.
Both laboratory tests were negative in 8.6 per cent.
Therefore, by the use of both tests, 91.4 per cent, of
the chancres in this series were diagnosed by labora¬
tory methods alone. However, by the use of these
tests alone, delay may be experienced before the spiro¬
chetes are found in the secretion from the chancre, or
before the Wassermann reaction, if negative, becomes
positive, or before the report of this test is obtained.
Treatment is therefore delayed, and delay at this time
may be fatal and may mean an involvement of the
nervous system. Moreover, if a chancre is seen in
the negative stage of a Wassermann reaction, and if
the dark-field examination is negative, it is not ideal to
await the appearance of a positive Wassermann reac¬
tion for diagnosis.
A definite clinical diagnosis of a genital chancre can
often be made. If a genital sore is clinically a chan¬
cre, and if the dark-field examination and the Wasser¬
mann reaction are both negative, it is perhaps better
to start intensive treatment rather than await the
appearance of a positive Wassermann reaction.
Criminal Tendencies of the Defective.—We are able to pre¬
dict that with the exception of the lightest grade cases of
dementia praecox and the higher grades of the feebleminded,
who make up the occasional criminal, hypermorons, that the
others are all marked for slaughter; that they cannot adjust
themselves to a normal environment.—Hickson.
A GROUP OF INTERESTING SYN-
DROMES RESULTING FROM
MULTIPLE EMBOLI
OBSERVATIONS IN A CASE OF CHRONIC
BACTERIAL ENDOCARDITIS
C. SAUL DANZER, M.D.
Attending Physician, University and Bellevue Hospital Medical College
Clinic and Sea View Hospital
BROOKLYN
The case that forms the basis of this paper is of
importance, first, because of the polymorphism of
symptomatology of a relatively common disease, endo-
carditis, and secondly, because the old clinical apho-
rism whereby one attempts to group most, if not all,
of the symptoms of a given case under a common
heading, is reemphasized.
REPORT OF CASE
History.\p=m-\Awhite man, aged 42, whose family history was
significant only in that his mother died of heart disease, had
smallpox twenty-six years before he came to my attention.
Six years after having smallpox he suffered from an undeter-
mined disease, which, so far as he can remember, consisted
of fever and cough. He apparently recovered from this
and was well up to one year before I saw him, when he had
an attack of what he terms the grip, which began with severe
dyspnea (almost to the point of suffocation), necessitating
the summoning of an ambulance and the administration of a
hypodermic injection to relieve him. He then coughed and
had fever, and the next night hemoptysis.
After three weeks there was an acute inflammatory con¬
dition of the right foot. Then there came a sudden pain in
the right elbow, followed by an appreciable smallness of the
pulse on that side. To put it in the patient's own words, "he
felt that the throbbing of the arteries, which was present in
both arms, had suddenly stopped on the right side."
Fig. 1.—Edema and swelling of left hand.
Later he had a sudden attack of severe pain in the left knee
that radiated up the thigh and down the leg, but there was
no accompanying inflammatory condition of the knee joint
proper. This condition gradually improved and he was fairly
comfortable for a few months. But his well-being was not
to be lasting, for he suddenly lost power in the left arm and
left leg, and the angle of the mouth drooped on the right side.
The latter fact was elicited by having the patient imitate the
condition of facial contortion that existed at the time. Con¬
sciousness, however, was retained throughout the hémiplégie
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